end of the penultimate sentence in the "Public health and drug-policy issues" section should have read: "…and (4) establishment of a safer alternative agent as first-line therapy (eg, prescription of an isoxazolyl penicillin such as cloxacillin instead of high-risk co-trimoxazole first for meticillinsusceptible Staphylococcus aureus skin infection, and clindamycin in countries with community-acquired meticillin-resistant S aureus)". This correction has been made to the online version as of June 13, 2017, and the printed Seminar is correct. 
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June 13, 2017 http://dx.doi.org/10.1016/ S0140-6736(17)31656-2 rescuers, and migrant populations in tropical and subtropical countries. In India, 49 000 people die of snake-bite envenoming every year, 2 although this figure is probably underestimated because most patients in rural India attend village healers and so their cases go unreported. Doctors at primary health centres in India are replaced every 6-12 months and have poor knowledge about, and experience in, management of snake bites. Many victims die on the journey to big, citybased hospitals. WHO's inclusion of snake-bite enven oming in the list of category A neg lected tropical diseases is welcome but comes too late.
3
In India, common venomous snakes include the common krait (Bungarus caeruleus), the Indian cobra (Naja naja), Russell's viper (Daboia russelii), and Echis carinatus. All of these snakes, except the common krait, typically bite during the day or early evening; their bites are associated with severe and rapidly progressing oedema, pain, and visible fang marks. The common krait is nocturnal and has short, sharp fangs similar to an insulin needle and venom that is ten times as poisonous as that of the cobra. Common victims of krait snakes are people who sleep on floor beds. Krait snakes move freely in and out of houses to hunt during the night; 85% of krait-bite cases are reported between midnight and 0500 h. 30% of krait bites are fatal because of de layed reporting as a result of the bites occurring at night; poor transport; and no local signs or symptoms, except for pain in the abdomen, vom iting, and mild sweating followed by descending neuroparalysis 3-24 h later.
4 Most krait-bite victims do not have a history of snake bites and attribute mild local pain to ant bites, rat bites, or to no bite at all. Many of them are diagnosed with acute appendicitis, hysteria, ascending polyneuropathy, stroke with brain death, or quadric paralysis with locked-in syndrome. Some patients undergo unnecessary laboratory and radio logical investigations, including MRI, CT, ultra sonography, lumbar puncture, and laparotomy.
Krait-bite fatality is reduced to less than 10% by training of peripheral doctors in accurate documentation of the history of a patient and in recognising the symptoms of krait bite, and by increasing the availability of anti snake venom and ventilators in rural areas. Prevention of krait bites, scorpion stings, and mosquito bites can be achieved by use of mosquito nets 5 and provision of toilets. In private hospitals, treatment is expensive-ranging from US$100 to $1700-resulting in poverty, heavy debt, and sometimes suicide of the victim. To avert these consequences, snake-bite victims should be managed at government hospitals. Snake bites have substantial consequences for families in India, and all efforts should be made to revive the victim.
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